Redefining the Health Problem
and Implications for Planning
Personal Health Services
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LANNING, as a process, involves identifying

the problems and priorities, specifying the al-
ternate means available for solving or reducing the
problems, selecting particular procedures and in-
struments from among possible alternatives, and
delineating the objectives and targets to be
reached by applying the procedures and instru-
ments (/). When the problem identified pertains
to health and the resources used belong to the
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health services system, we speak of health services
planning.

In this process, the health resources—both per-
sonal and environmental health services—must be
matched with the health problem—the need and
demand for them. Thus, two sides of the epide-
miologic fraction evolve, the numerator or health
resources and the denominator or health problem.
Depending on whether the setting is a community,
city, region, or country, the process is called com-
munity, urban, regional, or national health serv-
ices planning.

The numerous meanings of the terms employed
in the definition of health planning, particularly
“health problem” and “health resources,” account
for the broad variety of interpretations attached to
health services planning. Furthermore, the inter-
pretations have altered during the course of time
to correspond to the changes in the social, eco-
nomic, and political parameters that determined
them.

The Meaning of Health Problem

What is meant by health problem? What is the
denominator in the health planning fraction?
What is the population for whom the health serv-
ices system should be responsible? Answers to
these questions have changed over the years as
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medicine’s tasks and responsibilities have been
continuously redefined.

Initially, “health problem” referred only to the
exposed part of the clinical iceberg (2, 3) which
depicts that part of the population with known or
declared morbidity that seeks and obtains care
and of whom the health services system is aware.
It includes, for instance, the 27 persons with cases
of anemia, the 32 with hypertension, the 25 with
urinary infection and other conditions seen by the
average general practitioner in England from
among his practice of approximately 2,500 pa-
tients (4). (At several points in this article, refer-
ences have been made to the English experience
because in these instances, the situation is similar
to that in the United States and there was no
equivalent U.S. data.)

In the process of “redefining the unacceptable,”
to borrow Sir Geoffrey Vickers expression (5),
the initial definition of the denominator or health
problem has been expanded to include the sub-
merged part of the iceberg; that is, those patients
who need care and cure but do not seek or obtain
it—those with unknown or undeclared morbidity.
According to the new definition, the one-to-one
physician-patient relationship is broadened to
what has been defined as the collective concern of
all physicians for all health problems of the entire
population they serve (6). If applied to the gen-
eral practitioner in England, he should then be
aware of and responsible for the additional 218
unknown cases of anemia, 162 cases of hyper-
tension, 140 cases of urinary infection and other
cases of which he is unaware but which exist in
his population (the denominator) of 2,500 per-
sons (4). Indeed, increasing evidence testifies that
everywhere, regardless of the level of economic
development and the type of medical care organi-
zation, the size of the unknown morbidity—the
submerged part of the iceberg—far exceeds the
known morbidity or exposed portion. Bogatyrev
in the US.S.R. (7) and Wolfe and associates
in Canada (8), for instance, reached surprisingly
similar conclusions regarding quantitative relation-
ships between the known and unknown portions
of morbidity in surveys of different populations.
However, these researchers worked independently,
and any comparisons of their observations must
be made with caution.

In addition to known and unknown morbidity,
the denominator for which the health services sys-
tem should also be responsible has been expanded
to include two additional areas; potential morbid-
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ity, which involves the presymptomatic or silent
morbidity characterized by early stages of disease,
and the vulnerable population—that population in
which, under certain circumstances, morbid condi-
tions might develop. Examples of such groups are
married women at risk of developing cervical can-
cer; smokers at risk of lung cancer; or workers in
certain occupations at risk of silicosis, lead ab-
sorption, or dermatitis.

Figure 1 shows the levels of the clinical iceberg
and defines the size and nature of the clinical
health problem.

Paralleling the enlargement of the iceberg’s size,
there has been a redefinition of its content. Thus,
areas of social concern once considered outside
the responsibilities of the health services—such as
alcoholism, drug addiction, juvenile delinquency,
among others—are now increasingly being in-
cluded in their scope. The broadened meaning of
sickness, its care and cure, has involved new areas
of responsibility which, in turn, require new ap-
proaches and resources in medicine.

Using this redefinition of medical responsibility,
the English general practitioner, for instance,
should be aware not only of the normal social

Table 1. The social iceberg—what is happening to
patients as people

Number Phenomena

Part 1. Annual vital statistics in an average
general practice in Great Britain

Marriages

Divorce

Births: 13 at home and 28 in hospital, including
16 primigravidas, 1 stillbirth, 1 illegitimate

37...... Deaths: 10 cardiovascular, 5 cancer, 4 cere-

brovascular, 1 violent, 17 road accidents

Part 2. Annual social ills in an average general
practice in Great Britain

100...... Receiving national assistance
100...... Aged over 75
50...... Elderly persons living alone
40...... Broken homes, children under 15 living with 1
parent
25...... Severely deaf
5-10...... Problem families
See.... Registered blind
4...... Known juvenile delinquents
4...... Known chronic alcoholics
3...... Known illegitimate births
2...... Disabled and unemployable
1...... Adult incarcerated
15...... Male homosexuals
2...... Cases of venereal disease
9...... Suicide attempts
4...... Abortions treated
10...... Abortions not treated

SOURCE: Adapted from references 3 and 4.



Figure 1. The iceberg of disease
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events in his community (table 1, part 1) but also
of the social ills that would have a direct or indi-
rect bearing on the nature and type of his prac-
tice; that is, of the exposed as well as the sub-
merged part of the social iceberg (table 1, part
2).

In summarizing, the concept “health problem”
or “area of responsibility of the health services”
has been redefined to include the clinical health
problem and its components—known morbidity
or demand, unknown morbidity, potential morbid-
ity, and the vulnerable population—as well as the
social morbidity.

The Meaning of Health Resources

Conceptual functions of the health resources.
The expression “health resources” denotes those
resources that provide both personal and environ-

mental health services. In this paper, however, the
definition is limited to personal health services,
which constitute (9):

any type of care provided by physicians, nurses, dentists
and allied health professionals without distinction being
made between preventive, diagnostic, therapeutic and re-
habilitative services or between the physical, emotional
and social components of health and disease.

Intervention by the health resources is aimed at
maintaining the state of individual and community
impairment or disease as close as possible to the
state of ideal health (fig. 2). Depending on the
moment when the health resource intervenes in
the health problem, it may be characterized by
three different functions:

1. Primary prevention or intervention before
the morbid condition appears, aimed at avoiding
or postponing the appearance of disease in the
vulnerable population, by what Morris defines as
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the removal of the precursor disorder through spe-
cific measures against causes in predisposed sub-
jects and by general and specific measures applied
to the population to promote health and prevent
disease (10).

2. Secondary prevention or intervention before
the symptomatology fully develops, aimed at dis-
continuing or postponing that development.

3. Tertiary prevention or intervention aimed at

controlling and reducing the level of physical,
emotional, and social disability and the depend-
ency of the patient once the disease and sympto-
matology have fully developed.
Actually, the therapeutic and curative intervention
realm of today’s clinical medicine—repair medi-
cine—may be considered, for the most part, as
only one aspect of this broader intervention or
tertiary prevention.

In these definitions, the term “prevention” has
been used to characterize the broadest interpreta-
tion of intervention designed to maintain the max-
imum level of ability according to the biological,
physical, social, and material constraints on the
person within his community. In figure 2, preven-
tion is defined as any intervention aimed at main-
taining line B—disease—as close as possible to
line A—health.

Current  responsibilities of the health
resources. A functional analysis of the resources
operating within the health services system reveals
three main sectors—general medicine (ambula-
tory or general medical care), hospital and institu-
tional medicine, and public health services. This
tripartite structure exists in many western indus-

trialized nations and in the developing countries
as well.

Figure 3, adapted from Logan (3), indicates
the relationship between the problems and the
current responsibilities of the three main sectors
of the health services. Question marks indicate
those functions where there is an unclear area of
responsibility.

The curved bar (both light and dark portions)
in figure 3 illustrates the imaginary curve of the
evolution of disease. The curve begins on the left
with a healthy but vulnerable population in which
a morbid condition might develop when exposed
to certain circumstances. Once the disease ap-
pears, the first stage is usually silent and represents
presymptomatic morbidity that, if allowed to de-
velop, might flourish into full morbidity. This dis-
ease might then be translated into demand, de-
pending on the patient’s perception of it, response
to it, and the availability and accessibility of the
health resources to him. Above the waterline of
the iceberg (the wavy horizontal line) is the
known morbidity or demand, with the patient
under the direct responsibility of the various sec-
tors of the health services system. After the patient
is discharged from the system (on the right side of
the disease curve), there remain his physical, emo-
tional, and social rehabilitation and his readjust-
ment to an able life.

Within the evolution of disease, as illustrated by
the arc in figure 3, who is responsible for the
patient’s care? On the left side of the demand
curve, where need is translated into demand in the
portion of the iceberg above the waterline, most of

Figure 2. The moment of medical intervention
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Figure 3. The spectrum of medical care
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the care is provided by general medicine or ambu-
latory medicine (also called community medicine
in this paper), while hospitals usually treat the
demand that requires more intensive or more at-
tentive care or both.

Once the patient is discharged from the hospital
and shifts to the convalescent stage (the right side
of the demand curve in figure 3), the area of
responsibility for followup or aftercare is not
clearly delineated. He may be under the care of
the general practitioner, as in the National Health
Services in Britain, or of the same physician who
treated him while hospitalized, as in the United
States (if the physician had hospital privileges).
The U.S. arrangement provides continuity of care
that is not possible when the physician changes
according to the patient’s horizontal or vertical
position.

Curative medicine, then, has been the aspect of
medical and hospital services which has dealt with
this demand or exposed portion of the iceberg.
However, when the full size of the health problem
is discerned, curative medicine becomes but a
small part of that problem. Figure 3 shows the
unknown areas of the health problem (the sub-
merged portion of the iceberg) for which respon-
sibility for care is sometimes vague and poorly
delineated. On the left side of the submerged part
of the iceberg in figure 3 is the vulnerable popula-
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tion, for instance, for which care or primary pre-
vention, as listed by Morris (10), is provided
through legislation, environmental engineering, ed-
ucational policy, the mass media, new social atti-
tudes to leisure, and the presentation of alternate
life styles. This care has traditionally been the
domain, in a limited sense, of the public health
sector. Frequently, another function of this sector
is secondary prevention, including the much de-
bated screening programs (1) for early detection
of early and mild cases. Also evolving as part of
the screening program is the detection of un-
known morbidity. However, clear assignment of
responsibility to discover this portion of morbidity
or secondary prevention, as well as for primary
prevention, is lacking in most health services.

On the right side of the disease curve is what is
described as the great challenge in today’s medi-
cine; the tertiary prevention or rehabilitation of
the patient—not only physical, but emotional and
social as well. It is the care needed, for example,
by the stroke patient, the alcoholic, or the drug
addict to rehabilitate them to a fitting life. And it
is particularly on this side of the spectrum of care
that medical care requires a close working rela-
tionship with the social services. Nevertheless, at
present, the responsibility for this care has been
diffused among social welfare services, public
health services, hospitals, and so forth, and no one
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agency holds a clear mandate for assuming this
function. Most of these services have been pro-
vided by social and welfare agencies coordinated
with or attached to the public health services.

Curative medicine has been defined as the part
of medicine attending to the exposed portion of
the iceberg while preventive medicine has usually
been responsible for segments of the submerged
portion. However, the distinction and division be-
tween curative and preventive medicine is artificial
and hard to justify in any medical sense. Indeed,
the current assumption of responsibility by the
different sectors of the health services reflects
more “history and politics, sectional pressures and
sheer inertia” (/0) than logic and rational alloca-
tion of resources.

Planning Personal Health Services

In planning personal health services, the re-
sources required have been calculated by various
methods and approaches (72). The one used
most frequently is the simple extrapolation of cur-
rent demand and supply to the future along with
recommendations for those changes needed to
achieve a balance between both. However, this
approach does not specifically alter the present
distribution of responsibilities. Highly pragmatic,
it merely extrapolates the structure and function
of the present system, projecting the status quo—
multiplying its weaknesses along with its strengths
—into the future. This approach is an agent of
quantitative but not qualitative change.

In the author’s opinion, however, a more pre-
ferable approach is a modification of the previous
one, defined here as indicative planning, embody-
ing a qualitative as well as a quantitative analysis
of demand and supply.

Indeed, in addition to a quantitative survey of
present and potential resources, indicative plan-
ning includes a job and functional analysis of
these resources. Once the quantitative and qualita-
tive analyses are made, the second step in this
approach is to define what functions and resources
are needed within the desired delivery system as
opposed to those that currently exist within the
present system. The third step is to formulate rec-
ommendations for stimulating change from what
is available to what is defined as desired and re-
quired in different time periods. This approach to
planning assumes that there is a decision-making
process within the planning experience that de-
fines and selects those requirements. Depending
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on the locus of decision making in this process, it
is called either centralized or decentralized plan-
ning.

Functional Analysis of the System’s Sectors

In indicative planning, the first step is to ana-
lyze the different activities that represent the var-
ious functions undertaken by the three main sec-
tors of the health services system: ambulatory or
general medical care, hospital care, and the public
health sector. The following paragraphs briefly de-
scribe the contents of these sectors.

Ambulatory, general medical care, or commun-
ity medicine. Within this sector of the health
services system, the general practitioner or com-
munity physician is the professional who usually
controls the input into the system. Regarding dis-
tribution of physician activities, Scott and co-
workers (13) in Scotland, Wolfe and co-workers
(8) in Canada, and Bogatyrev (7) in the Soviet
Union have independently studied the content of
the practice of the general practitioner or primary
care physician. In a sample of Scottish physicians,
Scott and co-workers found that talking and lis-
tening were the major activities in 54 percent of
patients’ visits; prescribing in 38 percent; and
direct action, such as dressings and injections,
in 11 percent—findings which were very similar to
those of Wolfe and Bogatyrev. (The aggregate
was greater than 100 percent since the physician
often engaged in more than a single major activity
during patients’ visits.)

A question that immediately arises in an analy-
sis of these practices is how much of the activities
carried out by these physicians could be done,
equally well and less expensively, by other per-
sons. Indeed, Beasley’s survey of a sample of phy-
sicians’ practices in Kentucky indicates that a con-
siderable portion of their work could be delegated
to other health professionals, and it also implies a
readiness of physicians to transfer some of their
responsibilities to others (/4). He found that 86
percent of them approved the delegation to nurses
of history taking; 80 percent, the delegation of
active therapy procedures; 51 percent, of physical
examination procedures; and 62 percent, of some
obstetrical procedures.

The type and amount of delegation depend on
the type of practice and specialty. Arguments in
favor of the delegation of functions stress the bet-
ter use of resources, so that physicians could be
free to employ their skills in tasks requiring their
specific knowledge and training, and the better



allocation of always scarce economic resources.
The major obstacles to delegation of responsibility
are cultural and administrative, and these obsta-
cles combined with organizational constraints, ei-
ther do not permit or stimulate delegation. An-
other constraint in planning this delegation may
be the unbalanced distribution of health man-
power, with not enough professionals or parapro-
fessionals available to whom to delegate functions.

Hospital care. Functional analyses of hospi-
tals, as studied in diverse surveys of inpatient pop-
ulations in urban settings, demonstrate that the
distribution of patients among hospitals is deter-
mined by factors not necessarily related to their
requirements for hospital care. In Birmingham,
England, for instance, a survey was made of the
needs of all inpatients in hospitals of that city,
classifying them among four groups according to
their medical, nursing, and social requirements at
the time of the survey. The four categories were
patients needing (a) the full resources of a mod-
ern hospital, (b) limited hospital facilities because
of physical illness, (¢) limited hospital facilities
because of mental illness, and (d) no hospital
facilities and retained chiefly for social reasons
(15).

Based on the Birmingham study, table 2 depicts
the remarkable heterogeneity of patients’ needs
within the same institution. Of those in chronic
hospitals, one-third required the full resources of
a modern acute hospital and one-sixth were men-
tally disturbed. Of patients in mental hospitals,
one-eighth needed full services and another
eighth, none at all.

A more limited study in Baltimore, Md., sub-
stantiates that 40 percent of the inpatients in that
city were misplaced, their hospitalization being the
result of factors other than their care requirements
(16). A similar study of inpatients in the internal
medicine wards in hospitals in Gteborg, Sweden,
also found that the percentage of misplaced pa-
tients in that city was as high as 20 percent (17).

The results of these studies indicate that a consid-
erable proportion of inpatients in urban institu-
tions might be hospitalized in the wrong place, at
the wrong time, and for the wrong reasons.

Several reasons may explain this misplacement.
First, hospitals have traditionally provided the
premises and nursing services the physician needs
for his work (I8). Indeed, the hospital-based
physician or the physician with hospital privileges
controls the input to the hospital and thus shapes
the composition of the inpatient population (16).
The physician’s perception of need, however,
does not always correlate with the needs of the
patient or the community.

A second reason frequently given is lack of
coordination among hospitals, between them and
other medical services outside the hospital and
between the hospital and social services—all of
them usually run by different administrations. In
the three surveys mentioned before, for instance,
the authors found that a considerable number of
inpatients could be better cared for with domici-
liary care or home services if they were coordi-
nated and provided by the same administration
that ran the hospital (15-17). In those three
instances, the home care services are provided by
separate administrations; by the public health de-
partment in Birmingham and by the welfare de-
partments in Goteborg and Baltimore. This sepa-
ration of hospital services from ambulatory serv-
ices where they operate under different adminis-
trations poses a barrier to coordination and better
use of the hospital services.

The situation becomes further complicated
when the hospital sector itself is run by different
administrations, as in the United States and in
most Latin American countries. Under these con-
ditions, the hospitals’ difficulty in coordinating
among themselves and with other sectors of the
health services system is well known to the stu-
dents of hospital planning in these countries.

Actually, the need for coordination and better

Table 2. Type of hospital facilities needed by all hospitalized Birmingham, England, patients

General and
special hospital

Type of care needed

Mental
hospital

Hospital for the
chronic sick

Total

Number Percent Number Percent Number Percent Number Percent

Fullcare....... ...ttt 2,841 96.8 455 34.0 459 12.9 3,755 48.0
Limited, without mental supervision............... 48 1.6 585 43.7 59 1.7 692 8.8
Limited, with mental supervision................. 16 .5 218 16.3 2,596 73.0 2,830 36.1
None. ..ot e 31 1.1 80 6.0 441 12.4 552 7.1

Total. ..o e e e 2,936 100.0 1,338 100.0 3,555 100.0 7,829 100.0

SOURCE: Adapted from reference 15.
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use of resources within the health services system
is one of the strongest arguments in the Depart-
ment of Health and Social Security’s Green Paper
(19) in England for reorganizing the National
Health Service’s three different administrations—
the general practice service, the hospital service,
and the public health sector—into a single admin-
istration at the community level, under the area
health authorities. Paradoxically, however, the
proposal recommends that the social-medical serv-
ices currently provided by the public health serv-
ice be run by the local authorities, outside the
jurisdiction of the area health authorities.

Public health sector. The functions of the
public health sector are the most difficult to ana-
lyze because this sector lacks a clearly defined
basis for work (I8). Its faltering morale and
sense of direction are in part symptomatic of
changes which have affected all countries with
highly developed medical services. Traditionally,
it was responsible for environmental medicine
services and control of infectious disease and later
for personal health services for those who society
considered were not receiving adequate medical
attention, such as the poor or mothers and chil-
dren who required extra care.

Recently the changing picture of the health
problem in the community has evoked a change in
the public health sector, increasing its respon-
sibility for secondary prevention and, in a lesser
degree, for tertiary prevention, in addition to pri-
mary prevention. However, this sector has been
involved in the delivery of health services in a
minor degree only.

The essence of the health problem, with mental
and chronic disease constituting the major part,
requires the combined approach of preventive and
curative medicine services. The artificial dichot-
omy between curative (clinical medicine) and
preventive (public health) medicine, which deter-
mines their being administered by different sectors
of the health services system, has not facilitated
the cure and care of those health problems. For
instance, the stroke patient requires medical care
from his practicing physician either in the hospital
or in the community, but he simultaneously
might benefit from physical and occupational ther-
apy provided by the hospital, by home and ancil-
lary services provided by public health services,
and by social services provided by the social or
welfare department or both. Tt would certainly be
to the patient’s advantage if the barriers separat-
ing these curative and preventive services disap-
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peared, and the two services were directly related
to each other. Actually, the trend in western in-
dustrialized societies is to associate and occasion-
ally attach the preventive to the clinical services.
Brotherston stated (18):

As medical technology has become more effective and
as specific acute infections come under control, the trend
is for this kind of preventive medicine to become more
closely associated with clinical medicine. Problems of
secondary prevention—i.e., preventing or reducing the
disabling effects of disease once incurred—are increas-
ingly important in an era when degenerative diseases are
the most serious morbidity problems. Primary prevention
is to a great extent a matter of achieving behavioural
changes which are most likely to be accomplished
through a direct personal relationship such as the general
practitioner can have with his patients.

If the preventive services now operated by the
public health authorities were delegated to the
clinical medical services, the patient would receive
more complete care. However, this change leads
to the question of the proper functions and roles
of the public health services.

The situation is further entangled when even
the preventive services within the public health
sector are grouped on categorical lines that repre-
sent a partial and sectorial approach to the patient
and his health problem. Health departments,
schools of public health, as well as national and
international health agencies, usually are divided
into categorical groups that are more likely to
follow historical needs, long since altered, than the
functional distribution of responsibilities for the
care of the public’s health.

The Future of Health Services

Up to this point, the current work and func-
tions of the three sectors comprising the health
services system are described and briefly analyzed,
constituting the first step in indicative planning.
The second step, described next, defines the func-
tions desired for these sectors and details the re-
sponsibilities of each. In addition, in the following
section, various models of delivery of personal
health services that have been proposed and de-
vised at different times and locales are described.

In this redefinition of responsibilities within the
personal health services, a distinction is made be-
tween primary, secondary, and tertiary care medi-
cal services.

Primary care. Primary care services are the
general services offered to the population at the
point of entry into the health services system. Of
all personnel involved at this level, the physician



is the one who controls the clinical decisions, and
the care rendered is general in that the patient
brings all health problems to this physician first
(20).

The expectation is that this physician will provide com-
prehensive care, concerning himself both with the con-

tinuing personal needs of the patient in the context of
family, home, work and community, and with the disease
process. Care is primary when the patient regularly goes
to his general physician for initial assessment and advice
when ill, followed either by management of the illness
or referral to some other physician.

Different types of physicians are presently pro-
viding this care (20). Most, however, are cur-
rently working under conditions that Brotherston
has described as cottage industry (217). Unassisted
by other medical and paramedical personnel, the
solo practice is not only obsolete, but wasteful and
perhaps dangerous.

The two main factors influencing the design of
the primary medical care practice have been first,
the transition from concern for the individual pa-
tient who seeks care to concern for all patients
within the community for whom the physician is
responsible and second, the responsibility of the
primary care physician for curative as well as pri-
mary, secondary, and tertiary preventive services
within that community. These two characteristics
of modern primary care have resulted in the phy-
sician’s participation on a team and the division of
responsibilities among various medical specialists.

The health team. The composition of the
team will vary, depending on the nature of the
health problem of the community and the cultural,
economic, and political factors surrounding the
type of organization in which it is located. Broth-
erston, for instance, suggests a two-line team. The
first line includes district nurses, health visitors,
midwives, and home help or domiciliary services,
and the second line, social workers, physiotherap-
ists, disablement and resettlement officers, and oth-
ers (18). Similar schemes have been developed in
other countries; some incorporate sanitarian and
environmental services as part of the team (22).
The size and complexity of this team necessitates
the physician’s being in a position of leadership
and alternating his clinical with his administrative
activities.

Also, increasing complexities and demands at
the primary care level have led to a division of
responsibility by specialty among physicians work-
ing in the same setting. Indeed, if the primary care
physician must be competent in prevention, recog-

nition, and treatment of disease, it follows that he
must narrow his field of concentration. This spe-
cialization requires a division of labor and a coor-
dination of work within the primary care services
necessitating the change from solo to partnership
practice. However, the number of generalists sug-
gested per each partnership varies. McKeown, for
instance, recommends an obstetrician, pediatri-
cian, adult physician, and geriatrician, each pro-
viding preventive and curative services and home
and hospital care to different sex and age groups
(15). The advantages to be gained through this
grouping of generalists are that the patient knows,
depending on his sex and age, which specialist to
see and that the physician is assured that the med-
ical and related social problems assigned to him
are as homogeneous as possible. Needless to say,
the composition of the group practice and health
team cannot be prescribed uniformly for different
environments and settings.

Others, such as Titmuss (23), prefer to retain
the family physician who cares for all family
members throughout their lives. It appears, how-
ever, that the wide variation of problems in that
social unit would place inestimable demands on the
physician and the different types of care required
might be too broad for one generalist to handle,
although it might have been possible at some ear-
lier time. Indeed, it is expected that it will become
increasingly more difficult for a single physician to
maintain competence in the care of all age groups.

Another factor which leads to questions about
the future feasibility of the family practitioner in
some western societies is the change in the nuclear
family in these environments. Family members in
these societies increasingly have greater social, oc-
cupational, and even emotional commitments out-
side than inside this nuclear unit. A symptom of
this might be the growing use in the United States
of different physicians for each member of the
same family (24).

Secondary care. Secondary care services are
those services provided following a referral to a
health professional or agency. Also labeled con-
sultant-specialist care, they include most of the
services provided in a community hospital. How-
ever, in some countries, the division between pri-
mary and secondary care is not always clear. For
example, in the United States the patient may go
directly to the consultant-specialist, effectively by-
passing the primary care generalist. This often
implies that there is no physician responsible for
that initial care at the primary level or first entry
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into the health services system. This unfavorable
arrangement has led to episodic and uncoordi-
nated care and also, from the consultant-special-
ist’s point of view, has the disadvantage of requir-
ing him to work as a generalist under the title of
consultant-specialist. It is who White refers to as
the “consultoid” (9).

Tertiary care. Tertiary care services include
the superspecialties such as plastic surgery or neu-
rosurgery, and these are usually provided at the
teaching hospitals or medical institutions which
generally act as regional centers of care for these
services.

Regionalization of the System

The manner in which these three levels of care
should be organized leads to the concept of re-
gionalization, which can be defined as the alloca-
tion of services in such a way as to allow for the
provision of care to the right patient at the right
time, in the right place, and for the right reason.
Regionalization implies that maximum considera-
tion will be given to the accessibility of
resources to the population to be served. Simulta-
neously, it will attempt to balance the public’s
request for the decentralization of resources with
the centralization required for their efficient usage.
An extensive bibliography on regionalization of
health services as well as on the methodology used
for the regional allocation of health resources al-
ready exists (25).

In the regional system, tertiary care services are
centralized at a regional center. This centralization
of resources should be motivated not only by the
laudable desire to prevent duplication of resources
but to use them better, as well. The need for more
effective utilization is illustrated in a survey of
U.S. hospitals which showed that while 777 are
equipped to do closed-heart surgery, almost 30
percent had not one such case during the year
studied (26).

Of the 548 hospitals that had cases, 87 percent did
fewer than one operation per week. Of all hospitals
equipped to do open-heart surgery, 77 percent did not
average even one operation per week, and 41 percent
averaged under one per month. Little of this work was
of an emergency nature, and the mortality rate for both
procedures is “far higher . . . than in institutions with a
full work load.”

This survey clearly confirms that for economic
reasons, as well as for preventing mortality, the
now widely spread specialized tertiary services
should be centralized in regional centers.
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The second level of regionalization encompas-
ses the secondary care services centralized in the
community hospital. But many types of hospitals
—tuberculosis, geriatric, acute, maternity, and so
forth—still exist as does the subsequent misplace-
ment of patients, a result of outdated laws and
customs.

Added obstacles to allocating hospital resources
according to patient need are autonomous hospital
administrations inherited from the past, which in-
volve local authorities, charitable hospitals, volun-
tary hospitals, and others. In order to correct this
situation, a model for secondary care has been
suggested that would centralize hospital services
within a balanced community hospital, whose
planning would be based on the following guide-
lines (15).

1. All patients needing in-patient services should be
cared for at the same site.

2. Patients should be accommodated in multiple build-
ings whose variety of size, design, staffing, and equip-
ment reflects the variation in patients’ needs.

3. Patients should be placed in the facility appropriate to
their needs, and not according to age, means, or a
distinction between mental and physical illness (the basis
of the present distribution of patients between chronic,
mental and acute hospitals).

4. Medical and nursing care should be provided by a
common staff in order to avoid the stratification of
services which is inescapable so long as hospitals are on
separate sites.

5. The relationship of the hospital to the community it

serves should be both more intimate and more effective
than hitherto.

Primary care services at the third level of re-
gionalization are provided primarily by health cen-
ters housing group practices, whose nature and
exact composition depend on factors such as the
socioeconomic structure of the population to be
served, the health problems in that specific com-
munity, and the type of health services organiza-
tion already in existence.

Stimuli for Change

In changing the current health services system
to a more desirable scheme for the delivery of
health services, availability of manpower to oper-
ate the system is crucial. With reference to medi-
cal manpower, this poses the question of what
type of physicians will be required in the new sys-
tem at each level of care—primary, secondary,
and tertiary.

Primary care physicians. The future medical
practitioner at the primary care level will be
(23):



Figure 4. Requirements for a community physician
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a first rate clinician, with a good knowledge of preven-
tive medicine and with special knowledge of the prob-
lems—both clinical and organizational—associated with
family doctoring and with the role of the general practi-
tioner as a doctor of first contact in the community.

As previously mentioned, the main motivation
for his work should be a concern for all patients
within the population for which he is responsible
—both those who seek care as well as those who
should receive it, but do not. To do his work
effectively, this physician should be trained in two
other disciplines in addition to clinical medicine:
these are social medicine, to enable him to know
the distribution of health and disease in the com-
munity (the whole medical and social iceberg),
and medical or health services administration, to
enable him to administer the resources (health
services) at his command and to apprehend, con-
trol, or solve the health problems of that commun-
ity (fig. 4).

[The term “social medicine” should be defined because
it has frequently been used as synonomous with epide-
miology, preventive medicine, public health, and com-
munity medicine, among others. Actually, social medi-
cine could be perceived as that branch of medicine which
seeks to study the distribution of health and disease in
populations, by employing methods of epidemiology,
social and behaviorial sciences and statistics. On the
other hand, public health or health services administra-
tion could be perceived as the branch of medical prac-
tice that seeks to control sickness and promote health in
human society by manipulating their cause and effect. As
Smith describes, the relationship between the two subjects
is therefore clear and resembles the relationship between
pharmacology and therapeutics (27).]

Where should this physician be trained? Medi-
cal education is clearly deficient in the teaching of
social medicine and health services administration,
yet along with clinical medicine, they should be
the pillars of primary care practice. In Britain,
departments of social medicine within the medical
schools expose medical students to these subjects.
These departments, with strong emphasis on epi-
demiologic research, are usually independent of
the clinical departments. This independence may
have had an unfavorable effect upon medical stu-
dents, offering them the impression that “social
and clinical features of disease are separable, an
impression that can hardly be avoided if these
subjects are divided between different teachers”
(24).

The situation seems similar in Sweden, where
there is one additional, unique characteristic—that
most of the faculty in departments of social medi-
cine are psychiatrists. Unlike Britain, the faculty
are involved in clinical practice, mainly social-psy-
chiatric practice (drug addiction, alcoholism, and
so forth), where they seem to be working primar-
ily as senior social workers. Their involvement
with this type of practice further strengthens the
students’ perception of the separation between the
medical and social components of medical prac-
tice.

Until recently, medical students in the United
States were not afforded much exposure to social
medicine and medical administration, which are
generally taught in schools of public health at the
postgraduate level. Lately, however, following the
creation of the first department of family medicine
in Edinburgh, Scotland, similar departments have
appeared in the United States as well as Britain
(28). These departments, often called depart-
ments of community or family medicine in the
United States, are generally teaching demonstra-
tions of ambulatory medical care, exposing medi-
cal students to social medicine and medical ad-
ministration in a practical setting. The teaching
has three main aims (28):

to serve as ideal models of good personal practice out-
side the hospital wards in which the student can partici-
pate. In part they are to confront the student with the
personal and social aspects of medicine, and to encour-
age him to analyze and consider them when dealing with
patients. In part they are experiments and innovations in
medical care.

The results have been mixed, and in terms of
prestige, these departments do not often enjoy the
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popularity among students as do other depart-
ments within the medical school.

One alternative might be for departments of
community medicine to place heavy emphasis on
research and establish their autonomy. But they
should simultaneously stimulate the other clinical
departments, as well as practitioners in the com-
munity who have positions in the clinical depart-
ments, to teach primary medical care or commun-
ity medicine as a natural extension of the clinical
care provided in those departments. In this regard,
an alternative that has been suggested is that each
clinical department (that is, departments of inter-
nal medicine, surgery, obstetrics and gynecology,
psychiatry, and others) establish a separate divi-
sion of community medicine with its own staff and
area of work through which the clinical depart-
ment’s commitment to the teaching of primary
care could take place. The department of com-
munity medicine or family practice might then
take a leadership role within the medical teaching
institutions, acting as a coordinator of the divi-
sions of community medicine of the various clini-
cal departments (22).

Secondary and tertiary care physicians. The
physician working at the secondary and tertiary
care levels also has had a very limited exposure to
social medicine. To understand the workings of
the hospital clinical practice, however, it is neces-
sary to perceive this practice within the overall
community problem. As stated before, there is
increasing evidence that several health problems,
such as hyptertension and schizophrenia, were not
clearly understood until their community dimen-
sions were known. Therefore, training in the var-
ious disciplines of social medicine should be re-
quired for secondary and tertiary care physicians.

Health services administration. Having de-
fined the requirements for the different types of
clinical medical manpower needed at each level, it
is pertinent to discuss who will organize and direct
the health services system within each political
and geographic jurisdiction.

This professional, who will head the district,
city, regional, or national health services, will be
responsibie and accountable for the health serv-
ices system within those units. He will be the
leader in the health services field and should have
an in-depth knowledge of political sciences, social
medicine, and management sciences (fig. 5).

Indeed, to be effective in this role, he will need
the disciplines of epidemiology, biostatistics, and
behavioral sciences (the components of social
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Figure 5. Requirements for a health services
administrator
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medicine) to acquire the tools he needs to define
the size and nature of the health problem within
each unit. On the other hand, he will also need
administration and management sciences to enable
him to organize the health resources of his depart-
ment or agency in order to solve the health prob-
lems. And last, but not the least important, he will
need exposure to political science, political econ-
omy, and social theory to understand the eco-
nomic and political environment and learn how to
deal with the different groups in society to reach
the objectives of the health services system.

Needless to say, this professional cannot be an
expert in each of these disciplines, but he must be
sufficiently knowledgeable in them so as to avail
himself of the assistance of experts and to under-
stand their values and language in order to com-
municate with them as part of the team.

The title for this professional, as well as the
nomenclature describing his work, varies consider-
ably. In Britain, he is called by some the “com-
munity physician” and is expected to lead the
proposed administration that will combine the
now separate hospital, medical, and public health
services in the new area health authorities or on
other levels of the National Health Service in
which the three sectors will be under only one
administration (19). However, it is advisable, as
Sir Geoffrey Vickers recommends, to confine the
use of the term “community physician” to the
clinician working at the community level, in order
to distinguish him from the hospital-based physi-
cian (5). For this reason, the term “health serv-



ices administrator” is preferred for this profes-
sional instead. Another reservation with respect to
using the term “community physician” is that this
professional need not be a physician because no
activities in his work require the specific back-
ground of a physician. Actually, the sole medical
component required by this professional is social
medicine, which increasingly recruits professionals
other than physicians. And last, the overall goals
of the health services, as defined by society in
recent years, are increasingly more concerned with
control of disability, dissatisfaction, and discom-
fort than solely with control of death and disease.
In the past, the training of the physician empha-
sized the latter. Other professionals, such as soci-
ologists, have been trained to deal with the for-
mer, and it would thus seem that their background
would prepare them equally well for the role of
leadership in the health services. Therefore, all of
these reasons seem to favor the use of profession-
als other than physicians as leaders in health serv-
ices administration.

Training of health services administrators.
Who will train these professionals? Until
recently, some of the skills and knowl-
edge needed by these new professionals have been
provided by different teaching programs of the
three main sectors—hospital administration, pub-
lic health administration, and medical administra-
tion. However, these do not provide the full train-
ing that health services administrators will require.

Hospital administration is taught in programs
traditionally focusing on institutional care, regard-
ing it as independent of the other sectors within
the health services system. In addition, hospital
administrators have shown little interest in the
needs of the denominator, the population to be
served. Furthermore, their teaching programs,
usually associated with schools of business admin-
istration, concentrate on methods to improve insti-
tutional efficiency and evince only minor concern
for the effectiveness or final outcome of the hospi-
tal care itself.

Public health administration is taught in schools
of public health within masters of public health
programs in the United States and diploma of
public health programs in Canada and Britain.
Originally aimed at educating the health officer of
the public health departments, these programs fol-
low a categorical approach, similar to the ap-
proach of the public health sector itself, creating
artificial distinctions among categories such as ma-
ternal and child care, chronic disease, medical

care, and so forth, a practice more the result of
past needs and present inertia than a rational dis-
tribution of functions within the administration of
health services.

Medical administration is usually not well de-
fined or specifically taught. It can be understood
as the administration, solely, of the clinical health
services. The medical superintendent in Scotland,
for instance, or the medical director in the U.S.
teaching hospital, are the administrators responsi-
ble for and usually accountable to the medical
profession, employed to facilitate the physicians’
work and to act as bridges between the medical
profession and the lay administrators.

None of these programs offers a combined
teaching program of those disciplines previously
defined as the main pillars for the new profes-
sional, the leader of the health services. It would
seem that the schools of public health might take
the leadership in creating such teaching programs
in which the subjects would be taught aiong func-
tional lines (planning, administration, and evalua-
tion) rather than categorical ones. Initial steps in
this direction have already been taken, as evi-
denced by the creation of the first program in
health services administration in Edinburgh, Scot-
land, which others have recently followed (29).

It would seem that, according to the continuous
restructuring of concepts of health and medical
care, new demands will be made on academic
institutions to train this new type of personnel and
to evolve new teaching programs. In this restruc-
turing of values and systems, the academic institu-
tions might have a stimulating effect if they pre-
cede and motivate, and not merely follow, socie-
ty’s demands.
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